Cardiac masses are often accidental echocardiographic findings and appear in many clinical scenarios such as heart failure and arrhythmias.
Secondary cardiac tumors are more frequent than primary ones (ratio 20:1). [1] The incidence of cardiac metastases reported in literature is highly variable, ranging from 2.3% and 18.3%. [2] Lymphoproliferative disorders appear in 9.4% of cases with cardiac metastasis (including autopsies of affected patients), especially with myocardial (64%) and epicardial (44%) involvement. [2] Cardiac metastases usually affect both intracavitary and intramural right cardiac chambers. [1] Acute myeloid leukemia (AML) is a malignant neoplasm characterized by infiltration of the bone marrow, blood, and other tissues by proliferative, clonal, abnormally differentiated, and occasionally poorly differentiated cells of the hematopoietic system. Postremission therapy with allogeneic hematopoietic cell transplantation provides the strongest antineoplastic therapy because of cytoreductive conditioning and the immunologic antileukemic graft-versus-leukemia effect. [3] However, excessive immunosuppression to limit graft versus host disease (GVHD) can magnify the risks of leukemia recurrence [4] and high-risk cytogenetic and molecular subgroups or hematopoietic cell transplantation after the first complete remission all increase the risk of relapse. [5] Complex karyotype AML is associated with worse outcome cause of its malignant cytogenetic features. [3] 
Case RePoRt
A 21-year-old Caucasian male with a history of complex karyotype AML presented to our Emergency Department with atypical chest pain and dyspnea.
He previously underwent allogeneic hematopoietic cell transplantation with complete regression of AML 12 months before.
Immunosuppressive therapy was strengthened (cyclosporine, mycophenolate, and low doses of steroids) after intestinal and dermatological chronic GVHD occurred.
Mild anemia and a stable rise of high-sensitivity troponin T were detected at biochemical analyses. Electrocardiogram showed atrial tachyarrhythmia with right bundle branch block and elevated voltages in the right precordial leads undetected in a previous one [ Figure 1a A preserved LV global systolic function in the presence of moderate diastolic dysfunction was also found out (ejection fraction 60%, E/A 0.7, and E/E' 9).
Strain imaging with speckle-tracking methods revealed an impairment of RV function (RV global longitudinal strain [RV GLS] -10%) and a preserved GLS of LV (LV GLS -25%) [ Figure 3 ].
Cardiac magnetic resonance (CMR) confirmed the presence of cardiac mass involving pulmonary artery trunk, pericardial sleeves, and lung parenchyma [ Figure 4a ]. It also showed left cardiac chambers' preservation.
Short TI inversion recovery sequences revealed a wide area of edema on the right cardiac chambers and surrounding structures [ Figure 4b ]. No perfusion anomalies on first-pass contrast-enhanced sequences and no delay enhancement area were observed [ Figure 4c and d].
These findings were consistent with wide myocardial inflammatory infiltration with no evidence of fibrosis. The patient refused endomyocardial biopsy.
During the in-hospital stay, the patient developed fast atrial tachyarrhythmia unresponsive to medical therapy and a rapid worsening of the performance status.
Fifteen days after the admission, leukocyte count increased and blast cells were detected in the peripheral blood as recurrence of the previous myeloproliferative disease.
T h e s e d a t a w e r e c o n f i r m e d b y m o r p h o l o g i c a l ,
immunophenotypic, and molecular analysis of blood and bone marrow biopsy.
Chemotherapy was immediately started, but the patient died few days after the cause of respiratory failure.
DisCussion
This report presents the echocardiographic and CMR detection of an extensive mass involving right cardiac chambers in a young patient with complete remission of an aggressive AML, after the allogeneic hematopoietic cell transplantation. Clinical signs of heart failure and the development of electrocardiographic disturbances are all first manifestations of relapsing leukemia. Atypical chest pain may be due to pericardial sleeves inflammation, whereas electrocardiographic changes and arrhythmias could depend on myocardial and conduction system infiltration. [6] CMR features were consistent with relapsing leukemia because of the extensive involvement of cardiac chambers and surrounding structures. [7, 8] Probably, no fibrotic areas were detected because of an inability of the immune system of self-restraint due to a concomitant systemic immunosuppressive therapy.
CMR assessment of cardiac mass localization and morphological properties was crucial to define patient risk stratification and clinical management strategy. [7] Indeed, few cases of cardiac masses as the first recurrence of AML are reported in literature, [8] [9] [10] and our echocardiographic and CMR findings are extremely suggestive of the malignant nature of cardiac involvement. [7] To the best of our knowledge, our case was the first reported in literature of extensive cardiac mass as primary manifestation of relapsing complex karyotype AML.
Chest pain, heart failure, and electrocardiographic changes were all earliest clinical signs of relapse. Despite the massive parenchymal and vascular infiltration and a rapid clinical condition worsening, no blast cells were identified on admission blood analyses.
Therefore, infiltration of thoracic structures and development of electric disturbance could be poor prognostic factors in recurrent AML.
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